Purpose: It is not yet possible to estimate the number of cases required for a beginner to become expert in laparoscopic radical prostatectomy. We estimated the learning curve of laparoscopic radical prostatectomy for positive surgical margins compared to a published learning curve for open radical prostatectomy. Materials and Methods: We reviewed records from 8,544 consecutive patients with prostate cancer treated laparoscopically by 51 surgeons at 14 academic institutions in Europe and the United States. The probability of a positive surgical margin was calculated as a function of surgeon experience with adjustment for pathological stage, Gleason score and prostate specific antigen. A second model incorporated prior experience with open radical prostatectomy and surgeon generation. Results: Positive surgical margins occurred in 1,862 patients (22%). There was an apparent improvement in surgical margin rates up to a plateau at 200 to 250 surgeries. Changes in margin rates once this plateau was reached were relatively minimal relative to the CIs. The absolute risk difference for 10 vs 250 prior surgeries was 4.8% (95% CI 1.5, 8.5). Neither surgeon generation nor prior open radical prostatectomy experience was statistically significant when added to the model. The rate of decrease in positive surgical margins was more rapid in the open vs laparoscopic learning curve. Conclusions: The learning curve for surgical margins after laparoscopic radical prostatectomy plateaus at approximately 200 to 250 cases. Prior open experience and surgeon generation do not improve the margin rate, suggesting that the rate is primarily a function of specifically laparoscopic training and experience.
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Chief of Urology Objectives: To determine whether robotic-assisted laparoscopic radical prostatectomy (RALP) in patients with prior abdominal surgery is associated with increased operating times, positive surgical margins, or complications. Methods: An institutional review board-approved retrospective review of a prospective, prostatectomy database was performed. Patients undergoing surgery between January 1, 2004, and February 29, 2008 were included. Transition from open retropubic prostatectomy to RALP took place through 2004, at which point all surgical candidates were offered RALP, regardless of prior surgical history. Learning curves from all surgeons were included. Patients with prior abdominal surgery were compared with those patients without prior surgery with respect to total operating time, robotic-assist time, surgical margin positivity, and rate of complications. Results: A total of 1083 patients underwent RALP between January 1, 2004, and February 29, 2008 , at our institution; of these, 839 had sufficient data available for analysis. In all, 251 (29.9%) patients had prior abdominal surgery, whereas 588 (70.1%) had no prior abdominal surgery. Total operating times were 209 and 204 minutes (P = .20), robotic console times were 165 and 163 minutes (P = .59), and surgical margin positivity was 21.1% and 27.2% (P = .08) for patients with and without prior abdominal surgery, respectively. The incidence of complications was 14.3% and 17.3% for patients with and without prior abdominal surgery (P = .33). Conclusions: Prior abdominal surgery was not associated with a statistically significant increase in overall operating time, robotic assist time, margin positivity, or incidence of complications in patients undergoing RALP. Robotic prostatectomy can be safely and satisfactorily performed in patients who have had a wide variety of prior abdominal surgery types.
Editorial Comment
The authors presented complications of 839 men that underwent robotic-assisted laparoscopic radical prostatectomy. Approximately 1/3 of patients (251) had prior abdominal surgery, whereas 588 (70.1%) had no prior abdominal surgery. When these 2 groups were studied, operating times, robotic console times, and positive surgical margin were not significantly different for patients with and without prior abdominal surgery. Moreover, the incidence of complications was 14.3% and 17.3% for patients with and without prior abdominal Purpose: To assess the usefulness of apparent diffusion coefficients (ADCs) for characterizing renal cell carcinoma (RCC) subtypes at 3.0 T. Materials and Methods: The Institutional Review Board approved this retrospective study, and informed consent was waived. Eighty-three patients underwent diffusion-weighted (DW) magnetic resonance (MR) imaging of 85 renal masses. In each patient, precontrast single-shot spin-echo echo-planar DW imaging was performed with b values of 0 and 500 and 0 and 800 sec/mm(2) by using a 3.0-T MR imaging system. Differences in ADCs between the RCC lesions and uninvolved renal parenchyma were tested by using a paired-samples t test. One-way analysis of variance was used to compare ADCs of the various RCC subtypes. Receiver operating characteristic (ROC) curve analysis was used to test the ability of ADCs in differentiating clear cell from non-clear cell RCCs. 
Diffusion-weighted imaging (DWI) is a magnetic resonance technique where the contrast between tissues derives from the regional differences in the mobility of water molecules. The diffusion data can be presented as signal intensity on pure DWI or as an image map of the apparent diffusion coefficient (ADC). Calculation of the ADC requires 2 or more acquisitions with different diffusion weightings (" b values "). A low ADC corresponds to high signal intensity in pure DWI (restricted diffusion usually found in more compact tissues), and a high ADC to low signal intensity on pure DWI (found in less compact tissue). DWI has also been shown to be useful to distinguish benign from malignant renal tumors (1). Statistically significant differences exist between the ADC values of normal kidney, renal carcinomas, renal angiomyolipomas and renal cysts when the " b value " is the same. In our opinion however further studies are necessary to confirm the reported higher accuracy in distinguishing benign from malignant renal tumors and in distinguishing RCC subtypes. Until now, there is no consensus regarding which are the best " b values " for renal masses characterization .Do we need just a pair of b values (example: 0 and 800 sec/mm 2 ) or do we need a multi-b-values technique (example: b values of 0, 50, 100, 300, 500, 800, 1000, etc) in order to obtain a discriminatory characteristic curve of ADC values?. Another point to consider is that in the majority of situations, radiologists use only visual assessment of DWI; in other words normal or benign, less compact tissues, usually present as an area with lower signal intensity on DWI and with higher ADC values. Contrary, tumoral compact tissue, due its restricted diffusion, appears as an area with higher signal intensity on DWI and lower ADC values. However in our preliminary experience we have been seen benign angiomyolipoma with lower ADC values than RCC.
